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Masochism and 
Ego Identity in Borderline States 


This horror of waking—this was knowledge. . . . He tried to fix it and hold 
it; he kept it there before him so that he might feel the pain. That, at least, 
belated and bitter had something of the taste of life.—Henry James, The 
Beast in the Jungle 


Nor LONG AGO, A NEW PATIENT reported to me that he had seen 
the musical, “Jacques Brel is Alive and Well and Living in Paris”, 
twenty-five times since the death of his wife, two years before. I had 
trouble understanding how anyone could sit through the same play 
so often, for any reason. Besides that, I wondered what could be 
making this man so morbidly attracted to words and music that 
were so bittersweet, cynical, and dysphoric. A few weeks later 
another patient described his fascination for Bette Middler. “I go to 
see her every chance I get and every single time I get depressed, 
but I love it. She represents something raw, primal, screaming, 
ranting, fuck-it-how-I-look. She magnifies her flaws; she’s gut. I 
want to swallow her up and be her or at least be part of her life. She 
has power and pain; I want to share some of that.” About the same 
time, still another patient described how a close friend told her 
something cruel and cutting. My patient was hurt but when the 
friend apologized the next day, she was vaguely disappointed. “I 
don’t know why but I hate to have to surrender my bad feelings. 
Just because she was making up to me made me feel I no longer 
had the right to be upset.” And still another patient described the 
following fantasy: “I wish there was a cause I felt really strong 
about. A fantasy I have over and over again is that I’m the last 
Jewish soldier between the Arabs and Tel Aviv and I know I’m 
going to die for a purpose. I have a smile on my face.” 

These little vignettes lend themselves to many different interpre- 
tations. Most striking, however, is the underlying thread of self- 
destructive, possibly masochistic attitudes. The recurrent search 
for pain and obsessional thinking about situations that can only 
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result in suffering, seem to defy any other explanation. Yet, I find 
myself in agreement with Menaker, (1953, p. 205), in that “It is 
often the study of the anomolous, the atypical that points the way to 
the discovery of deeper truths.” The hypothesis that suffering 
satisfies some masochistic need does not seem sufficient to account 
for such complex and paradoxical behavior. 

Following Freud’s conceptualization of the death instinct, various 
unsatisfactory, incomplete formulations regarding masochism have 
been offered by Reik (1941), Reich (1933), and Fenichel (1945), 
among others. While their emphases differ, each of these con- 
tributors is almost exclusively concerned with the libidinal meaning 
of masochism. As Menaker (1953) has pointed out, the major focus 
of interest in the literature has been how gratification is achieved 
for the individual through masochistic behavior rather than exam- 
ining how it serves the ego. 

The recent upsurge of interest in the treatment of borderline 
conditions, where self-destructive patterns are commonplace, has 
given fresh impetus to the theoretical and treatment value of view- 
ing the problem of masochism from the standpoint of the self- 
preservative functions of the ego (Giovachinni, 1972; Kernberg, 
1975; Khan, 1960). The conceptual model that this paper is based 
upon suggests that in the case of borderline patients, masochistic 
behavior is an important dimension of ego identity and that 
masochism is related to an adaptive function of the ego. It is pro- 
posed that masochism is unconsciously used to bind an ego that 
“feels sick,” (Guntrip, 1968), fragmented, and empty. From this 
point of view, self-inflicted intensification of painful affects is 
employed as a primitive attempt to pull together the threads of a 
definitive though faulty self that is separate from primary objects. 
Winnicott (1958) has approached this issue from a different 
standpoint. Describing the latter stages of a successful course of 
treatment in borderline states, Winnicott maintains that the patient 
needs to maneuver the therapist into failing in ways that are rem- 
iniscent of failures in the patient’s original environment. These 
failures are seen as essential, providing the patient with a chance to 
reexperience, be angry about, and work through a past situation in 
the present, and finally to separate.’ “The therapist must not de- 


1 In a personal correspondence, David Schecter suggested that “often the search 
for angry release must be justified by ensuing pain.” 
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fend himself, otherwise, the patient will miss an opportunity for 
being angry about a past failure just when anger was becoming 
possible for the first time.” Winnicott’s observation might perplex 
those who do not view borderline patients as having any special 
problem accepting their anger. On closer examination however, 
many borderline patients report a curious detachment and “thin- 
ness” regarding their feelings much of the time. They tend to dis- 
cuss their anger, sadness, and hurt as though they knew they felt 
that way but they’re not really sure they’re entitled to it. The ego 
strength necessary to deeply give oneself the right to be entitled to 
feelings that are not justifiably reasonable, is lacking. The central 
thesis of this paper is that borderline patients set up unbearable situations 
where they are bound to fail, get hurt, or become very disappointed in order 
to feel their feelings and own them. This supports a brittle ego structur- 
ing process, and an unstable, but somewhat improved, crystalliza- 
tion of an amorphous ego-identity. The cost is great but the psychic 
gains in terms of feeling temporarily whole and solid seem to out- 
weigh the suffering that takes place. While masochism is a complex 
phenomena that manifests itself throughout the range of many 
diagnostic categories, the use of masochism in the establishment of 
a momentarily stabilized ego-identity, occurs most frequently in 
patients with severe ego defects. 

Kernberg (1975, p. 5) suggests that the term borderline should 
be reserved for those patients presenting a chronic characterologi- 
cal organization which is marked “(1) by typical, systematic constel- 
lations; (2) by a typical constellation of defensive operations of the 
ego (e.g., splitting, denial, primitive idealization, omnipotence); (3) 
by a typical pathology of internalized object relationships; and (4) 
by characteristic genetic, dynamic features.” All of the patients re- 
ferred to earlier in this paper fall within the borderline range ac- 
cording to these criteria. While the outward behavior and symptom 
pictures vary widely, the feeling states and self-image of borderline 
patients have some distinct similarities. Most apparent are perva- 
sive feelings of loneliness and emptiness, the lack of a stable ego 
identity, chaotic interpersonal relationships, and the presence of 
very powerful aggressive feelings that give rise to unpredictable 
mood swings (Grinker, 1968). Contemporary psychoanalytic 
theory accounts for this clinical picture as follows: One essential 
task in the development and integration of the healthy ego is the 
synthesis of early and late introjections and identifications into a 
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solid sense of self. When splitting occurs, the ego is protected from 
conflict by means of dissociations. Anxiety is diminished, but the 
integrative process is retarded and the stage is set for the possibility 
of identity diffusion. A heightened fear of regression, the partial 
re-fusion of primitive self and object images affecting the stability 
of ego boundaries, a growing sense of depersonalization, and 
vague feelings of nonexistence occur. Under these circumstances, 
the experience of pain and depression can actually be a comforting 
one. The primary gain is to be able to establish a stable “body ego” 
feeling (“this pain is really mine; this is really me”). It can be reas- 
suring to own oneself, even if the feeling of certainty (“this is my 
pain”) is based on agony. 

One of the themes that I will develop later is that borderline 
patients typically surrender pieces of their ego bit by bit so as to 
avoid still greater loss. Sullivan (1953) referred to this when he 
introduced the concepts of “malevolent transformation” and 
“malevolent integration.” Berliner (1947, p. 459) has dramatized 
further the ego’s need to cling for the sake of survival to the intro- 
ject of the hated parent. “Ego then, rather than be an orphan, hates 
the self in the name of the parent, and even accommodates by 
being a hate-provoking object.” I believe that in the case of border- 
line patients, the chronic tendency to give oneself up for another is 
counterbalanced by the reclamation of oneself through self- 
destructive acts. 

A borderline woman who was responding well to treatment, ac- 
counted for her earlier provocative behavior as follows: “I’ve lost 
myself in other people so much during the course of my life it feels 
good to control things and do and say what I damn feel like once in 
a while. I don’t know how to explain it, but even if I know my habits 
are bad, I feel that I’d be losing a part of myself if I changed. My 
habits are me.” 


The proliferation of books and articles in the literature in the 
past decade on the feasibility of working with borderline patients 
probably reflects a growing belief that the usual clinical symptoms 
of depression, anxiety, and guilt frequently cover over or mask 
more pathological processes. It may be that borderline, schizoid, 
and narcissistic patients represent a large part of our present clini- 
cal population. The awareness of this possibility has stimulated 
experimentation with, and modification of techniques, and shifts in 
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theoretical orientation that may be necessary to deal more ef- 
fectively with these patients. I will present first a few key hypoth- 
eses concerning the development of borderline personality organi- 
zations, and how this transmutes itself into adult behavior. Then, I 
will propose parameters that I have found particularly useful in 
coping with emerging treatment problems. 

One of the fundamental fears of the borderline personality is an 
almost claustrophobic reaction to close relationships (Giovanchinni, 
1972). This fear can manifest itself through the dread of “being 
smothered,” “possessed,” “dominated,” “absorbed,” or even “mak- 
ing a commitment to something.” Many writers (Guntrip, 1968; 
Fairbairn, 1952; Winnicott, 1965) have suggested that the basis for 
this anxiety originates within the context of very early symbiotic 
experiences in the mother-child interaction. The specificity of 
early separation problems is unique for each person; however, sev- 
eral predominant trends can be detected in the case of individuals 
who grew up according to a borderline developmental pattern. (1) 
These people began their lives in an environment that was ex- 
tremely intrusive and impinging. The availability of cherishing val- 
idation and love were unduly contingent upon the irrational values 
and expectations of immature, self-centered parental figures who 
had great difficulty seeing their children in anything but ego- 
extension terms. There was serious lack of respect for the integrity 
and individuality of the child (Khan, 1964). (2) As the children got 
older, such normal acts as self-assertion, the keeping of secrets, and 
the wish for privacy gravely threatened the parents because these 
capacities all represent ego-autonomy and apartness. Behavior that 
ordinarily would be construed as depicting progressive mastery 
and growth (being exploratory, putting fingers in the mouth, 
shouting, touching things) in the eyes of the average parents, would 
be seen by these parents as defiant and bad. Pierce and Newton 
(1963) have speculated that the malevolent parents’ need for man- 
ipulation and aggressive control has to do with a reactivation of 
ambivalent, unresolved symbiotic ties with their own parents. (3) It 
is further suggested that the parental figure has an unconscious 
stake in promoting the fear of disorganization, pathological de- 
pendency, and a gradual loss of self in the child. The child comes to 
feel that not even slight divergences of opinion can be expressed, 
unless the parent can be convinced that it is acceptable. The rich 
secret life that the child develops retains an unreal quality because 
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it can be exposed only in sporadic and fragmented form to con- 
temporaries. The net result is that the validating love object and 
reality tester is the very same person who originally fostered the 
unwholesome dependency. 


With enough reinforcement, this arrangement creates a very 
tenuous and tentative feeling in the child. On the one hand, the 
child must repudiate many basic aspects of his own being when 
feeling engulfed by the parental need-gratification system. This 
dissociation and subsequent splitting of feelings outside of con- 
sciousness leads to a relatively stable but sometimes terrifying level 
of adjustment within the nexus of the parent-child dyad. Kernberg 
(1975, p. 165) put it this way: “Clinically, the child who is going to 
become a borderline patient, lives from moment to moment, ac- 
tively cutting off the emotional links between what would otherwise 
become chaotic, contradictory, highly frustrating and frightening 
emotional experiences with significant others in his immediate en- 
vironment.” 

The extent of panic and ego terror that the patient constantly 
lives with is difficult for the analyst to grasp. Unbearable conflicts 
and terrible loneliness are dulled and drained of their affective 
valence by primitive defensive operations so that much of what 
emerges appears detached, hollow, and ultimately boring. One gets 
a sense of a slow, steady deterioration of the vital self. This “secret 
essence” (Reik, 1952) represents the core being, the “living, breath- 
ing me.” When this central structure is coopted and coerced into 
capitulation, nothing is left. To check this regressive trend, patients 
will resort to any method that will preserve some shred of personal 
identity. What we usually think of as “craziness” is very likely a 
compromise formation that balances the need for closeness and the 
fear of it. By accepting the stigma and symptomatology as the 
“identified” patient, the borderline individual takes the onus off his 
or her parents and in return is able to establish some distance and 
keep some part of himself alive for another day. In this light, ag- 
gressive and self-destructive acting-out may represent panic attacks 
caused by the patient’s struggle for personal survival. For example, 
in the case of many drug addicts who have a borderline diagnosis, 
the obstinacy of the symptom may be a form of self- and other- 
directed aggressive defiance, which is one of the few forms of self- 
affirmation the patient manifests in relation to the parents and the 
therapist. 
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Some clinical illustrations will further illuminate these concep- 
tual formulations. 


One patient was a very unhappy 30-year-old man who entered treatment 
because of an inability to find a satisfactory sexual role. At various times, he 
participated in heterosexual, homosexual, and bisexual relationships but 
acted as though he could never find more than fleeting pleasure in any of 
them. Some additional features of this case was the patient’s addiction to a 
wide assortment of hard drugs, his compulsion to pluck hairs from his face, 
and a generally wasted life that involved clowning around, titillating friends 
by singing in falsetto, impersonating female entertainers, all followed by 
periods of deep depression. 


What I remember most about this man was how quickly he developed a 
precipitously positive, idealized transference. Despite several previous un- 
successful experiences in treatment, in his work with me, many of his 
original complaints rapidly cleared up and he reported feedback from his 
friends that indicated significant changes in the way that he carried him- 
self. Every chance he got, he would conscientiously report advances or 
slippages that occurred in terms of being true to himself and behaving the 
way he really feels. I regarded this whole scene with some astonishment 
and felt I was observing somebody who was engaged in a very subtle but 
cruel bargain with the Devil. The patient seemed to be feeding me things to 
cure him of, almost generating pathology that seemed so obviously gross in 
terms of the patient’s actual capacity to curb his behavior that it was simple 
to reduce the early presenting symptomatology. Among other things, the 
patient would describe slave-like masochistic adorations for mean, exploita- 
tive men. After about two interpretations, these “chronic patterns” magi- 
cally abated. The patient reported he was going to look for meaningful 
relationships. The patient would describe extremely childlike dependen- 
cies on both his parents (e.g., having his father get up in the middle of the 
night to change his tire, having them pay for his car insurance, calling them 
up at the slightest hint of illness). Again, these seemingly ingrained habits 
seemed to change after only a few interpretations, with no real working 
through or any kind of in-depth understanding. One last point: Despite his 
masochistic tendencies, this man found his most deeply satisfying relation- 
ships in homosexual arrangements. He was never able to go public and to 
really accept this part of himself however. He resisted joining homosexual 
organizations, didn’t let fellow workers who were themselves homosexual 
know about his secret, and he always kept this part of himself from his 
parents. He tried very hard to disgust me, to present the raunchiest, 
seediest aspects of homosexuality in such a way as to try to shock my 
sensibilities. By providing me with these red herrings to sift through and 
“satisfy my need to save him from this sordid existence,” it was my impres- 
sion after a time that the patient was acting as though he was willing to 
surrender this part of his behavior so long as I didn’t ask him to give up his 
homosexuality. 
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Eventually in treatment, the meaning of the “plucking of hairs” symptom 
became clear. These hairs represented “wild hairs”; that is, real, growing 
parts of himself that were there but were not supposed to be noticed. If the 
patient removed them before anybody became aware of them, then the 
patient had the fantasy that he might seem damaged (castrated), and 
perhaps even crazy, but -his basic capacity for life, change, and growth 
would be preserved. The self-mutilation that the plucking represented and 
which was acted out in so many other ways by this man was ultimately seen 
as a ploy to distract the superego and its externalized representation from 
ever realizing that life was throbbing under the surface, for he feared that 
if this was ever discovered, he would surely vanish. This was all poignantly 
summarized in a fantasy he described, “You remember during World War 
Il? The minesweeper would chase the submarines. The submarines would 
shoot oil slicks, garbage and pieces of debris out through the torpedo tubes 
and up to the surface. When the pursuers would sight this debris, they 
would think they sank the sub and they would leave. The submarine would 
wait until nightfall when it seemed safe, and then slowly slip away.” 


A second patient was a woman in her mid-thirties who was obsessed that 
something terrible was going to happen to her nine-year-old son. Early in 
treatment she described a dream where she imagined that her son was her 
own “inner lining.” “Everything he does I watch like a hawk. Every move, 
every hurt, every possible pitfall, I anticipate. I know it’s nuts but I can’t 
help it.” This woman had a mother who “did everything for me. My 
mother told me very directly what kind of person I should be—good- 
natured, outgoing and smart. She always exaggerated how much she loved 
me and was always telling me who I was and what I was feeling. Once in a 
while, I would tell her I was unhappy and she would say, ‘spare me your 
hurt; things aren’t as bad as you're making them; be happy—it’s the best 
way.’” The mother’s self-centered, engulfing presence created a number 
of significant developmental disturbances in the daughter. The patient's 
inability to differentiate clearly self from object can be traced to impeded 
processes of internalization and identity formation. The expected response 
reinforced a false other-oriented attitude. Any anger or despair that was 
aroused could rarely be expressed because even a small degree of unhappy 
behavior was experienced as risking object-loss. The relationship with the 
son was interpreted as a reenactment of an undifferentiated symbiotic tie 
with the mother. Manifestations of hate that took the guise of love through 
possessiveness, surveillance, and apprehension were then undone by sugar 
coatings of love, demonstrativeness and suffocating affection. The net re- 
sult was a child who was rapidly developing disturbing symptoms and of a 
mother who was acting out another version of the very kind of mother she 
despised. 


Very early in treatment, I pointed out some of the more obvious paral- 
lels. After a short while, the patient’s response was to agree that the pri- 
mary problem was herself and not the son. She kept prefacing this insight 
with the statement, “I’m not trying to please you—it’s just that I now know 
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that if I help myself, I'll help my son.” I suggested that this was all very well 
except that she seemed more concerned with giving the correct response 
rather than voicing her own real fears and concerns that persisted regard- 
ing the son. The patient then became very agitated and confused. It be- 
came apparent that if the patient was stripped of the characteriologically 
ingratiating attempts at fusion she was immobilized. “I don’t know what to 
say. Anything I think of sounds like a lie. Do you mean that if I don’t try to 
please there’s hardly anything else left for me?” 

Several months later, this same woman was describing some positive 
changes that she had undergone. “I have a sense of relief with my son—he 
stopped blinking and I’m less hovering with him, I’m buying more clothes, 
keeping the house nice, and I cut my hair. The only thing I'm not doing 
well is with my weight. I eat for relief. Sometimes I think I like to be heavy. 
It gives me a more comfortable feeling. When I’m thinner, I feel empty; I 
feel something’s missing.” 


Now what do the personality organizations of these two patients 
have in common? The male patient came from a home where both 
parents were insistently loving. They actively offered tokens of 
unconditional, indiscriminate availability and acted very hurt and 
angry if their need to be needed was thwarted. The female patient’s 
background was somewhat different. Her father was a passive, un- 
responsive preoccupied man. This created a vacuum whereby the 
valence of the mother’s offerings were heightened. The mother’s 
engagement and stimulation were seductively appealing despite 
the risk of suffocation. The potential for the acting out of selfish- 
ness, masked aggression, and ego destructiveness is great. The re- 
sult in both instances is a character structure consisting of shallow 
friendliness and pseudo-submission covering an emotional de- 
tachment, which seals off an extreme amount of primitive anger. 
After a while, the patients were able to express some degree of 
anger toward their parents but the effects of splitting and dissocia- 
tion were evidenced in the utter lack of emotional awareness re- 
garding the extent of the deeply felt rage. 

I believe that many borderline patients inflict pain on them- 
selves, feel empty if they don’t have problems, and are thereby highly 
creative masochists. I suggest a twofold hypothesis to account for 
this: (1) Acute hurt and anger cut through numbness and reflect 
the only thing these patients are able to call their own. Although 
the borderline patient is capable of distinguishing between internal 
experience and external perception and his reality testing is largely 
preserved, this capacity is lost during emotional moments which 
cause regressive episodes. There is a confusion at these times be- 
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tween what is occurring “inside” and what is taking place “outside.” 
The patient, by causing his own pain, can at least partially regulate 
and control what is taking place, thereby distinguishing between 
himself and outside events. This very costly resurrection of ego 
boundaries is worth the price if the patient believes that it defends 
him against going crazy. In effect, pain or depression can tem- 
porarily stabilize a lost sense of identity and halt a terrifying cycle of 
pathological projective and introjective processes. (2) Another af- 
fect is that the chronic generation of self-induced pain is a highly 
symbolic attempt to reestablish a fantasy relationship with the 
idealized “loving” mother. In an overdetermined way, the patient 
acts out the internalized experience of underlying hate that the 
parent originally manifested, passively offering himself as a dam- 
aged object to be “loved”, transformed, and experimented with, to 
gratify the parents’ narcissism, and unconsciously demonstrates an 
original truth, i.e., that the earliest need-satisfactions occurred in a 
climate of hidden sadism and resulting ego injury. In a very con- 
densed fashion, the individual expresses his own distorted beliefs 
concerning the necessary conditions for love. From this point of 
view, deepening the pain experience is a triggering mechanism 
designed to revive the paradisical fantasies, split off from early 
experiences of harm and resulting ego injury. In effect, the pa- 
tient’s myth of the idealized, loving parent, has also become a felt 
need. 


Treatment Implications 


Clinical experiences with borderline patients suggest the pres- 
ence of a strong latent, negative transference covered by emotion- 
ally shallow therapeutic relationships (Kernberg, 1975; Knight, 
1953). It is easy for the analyst to be deceived by surface changes 
and reports of improvement that are more apparent than real. The 
key requisite for broadening the observing ego and solidifying a 
true therapeutic alliance is to work constantly at preventing the 
development of insoluble transference-countertransference binds. 
Borderline patients offer the therapist superficial parts of them- 
selves to rescue, rehabilitate, and approve of, thereby perpetuating 
the myth of the idealized, giving-loving parent. The purpose of this 
maneuver is to protect the inner self against the dread of control 
and fusion. During the course of treatment, after first establishing 
an early positive supportive relationship, the therapist can reveal 
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and interpret evidences of manifest and latent negative transfer- 
ence (Kernberg, 1975).? The rationale behind this is to repeatedly 
demonstrate to the patient that he is primarily engaged in gratify- 
ing the therapist’s assumed need for dominance. By taking this 
passive-submissive role, how could the patient feel anything other 
than frustrated, empty, and weak? The acting out of the transfer- 
ence by attempting to please the analyst, is highlighted as the main 
resistance to further change. If a patient is jealous but deals with it 
as though it’s a problem to be worked on and conquered and he 
dependently requests that I collaborate in overcoming this 
shortcoming, I tell him it must make him very angry if he feels that 
a normal emotion must be eliminated. In the case of my patient 
who basically preferred his homosexual orientation, I wondered 
out loud why he found it necessary to degrade something he en- 
joyed by acting obliged to emphasize the lurid details and masochis- 
tic aspects of his escapades. I believe that my empathy with his 
underlying feelings served as a transitional executive ego function 
for the patient. His absorption and integration of these inputs led 
to internalized structure-building. 

Most analysts would agree that treating patients “attracted” to 
failure (Racker, 1968) is extremely frustrating. Despite repeated 
“correct” interpretations and a good deal of energy expenditure, 
the persistence of the patient’s illness derides controls, and 
dominates the analyst’s best efforts. Many of these patients come 
for treatment after having already humbled several previous 
analysts. One common occurrence is for the analyst to rise to the 
challenge by becoming very active. A combination of the patient's 
passivity, frightening regressive tendencies, masochism, and de- 
spair drive many analysts to play Messiah and strive to “save” the 
patient from himself. This attitude is a common therapeutic error 
in dealing with many types of patients. In the case of more severely 
disturbed individuals however, the therapist’s identification with 
the extent of the patient’s helplessness, confusion, and despair, 
force the frightening regressive tendencies that are counteracted 
by grandiosity and the need to control. It is precisely the early 
recognition of these traps, and the analyst’s grasp of the vicious 


? David Schecter has pointed out that the analyst must take care in the course of 
frequently interpreting the patient's ingratiation, that the “growth buds” of related- 
ness are not discouraged. 
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cycle, that could easily be reenacted that is of decisive importance to 
the entire future course of treatment. It is easy for the analyst who 
is unconsciously seeking to restitute his own narcissism, to get en- 
meshed in the patient’s hidden resistances. The analyst begins to 
feel anxious over the possibility of failure, and can get quite angry 
with a patient who makes him aware that he has been living in a 
fool’s paradise. If this anger is repressed and translates itself into 
the disguised form of precipitous attempts to restructure a patient’s 
life, an overconcern with the reduction of presenting complaints, a 
tendency to “give a lot to the patient,” and an unconscious pacifica- 
tion of a patient’s transference needs, then a repetition of the pa- 
tients’ past is set in motion. The analyst is drawn into a self- 
centered, omnipotent compensation for his bruised ego with the 
patient unconsciously encouraged to surrender his autonomy to 
protect the analyst’s insecurity. The crucial early mother-child 
interaction is blurred over and acted out instead of being worked 
through. A precious opportunity is thus lost for cultivating more 
genuine object-relationships. The analyst who has analyzed his own 
narcissistic tendencies will have a greater capacity for tolerating 
frustration, will be less likely to get bogged down in untenable 
countertransferential traps, and will be able to selectively focus, 
within the transference, on the borderline patient’s pathological 
defenses. 
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